Introduction
Integrating mental health counseling into chronic disease services offered within primary health care (PHC) clinics has been widely recommended as a strategy for addressing chronic disease and mental health multimorbidity, 1 reducing the substantial mental health treatment gap 2 and enhancing the outcomes of chronic disease care in South Africa and other low-and middle-income countries (LMICs). 3, 4 While South African health policies support this strategy, 5, 6 prolonged shortages of mental health providers have limited the provision of integrated mental health and chronic disease care. 7 To overcome these shortfalls and in line with the WHO guidelines for reducing the mental health treatment gap in LMICs, 8 South Africa has endorsed task-sharing of basic mental health counseling from specialist mental health to nonspecialist health providers, such as nurses, lay counselors, and community health workers employed within PHC services. 6 Evidence is accumulating that it is feasible to task-share mental health counseling within PHC services in LMICs and that task-shared interventions are potentially effective for treating depression, alcohol use, and other common mental disorders. [9] [10] [11] [12] Despite this evidence, it is not certain how chronic disease patients will perceive screening for alcohol problems and depression and the offer of counseling within a task-sharing framework.
There is concern that widespread provider stigma toward mental health and substance use problems, [13] [14] [15] [16] coupled with low recognition of the need for mental health interventions, 16, 17 may limit the uptake of mental health counseling by chronic disease patients. Earlier studies have described people with mental health, and substance use problems are often mistreated and denied chronic disease care due to misperceptions that their problems are a result of moral failing or beliefs that they are likely to be nonadherent. Consequently, patients are often reluctant to disclose their mental health and substance use concerns to health providers for fear of discriminatory treatment. 13, 14, 16 As patient preferences for mental health services influence both the decision to initiate mental health care and the retention and outcomes of treatment, [18] [19] [20] [21] these preferences are important to consider when designing mental health services. In South Africa, limited involvement of patients in service planning has hampered the design of task-shared mental health services that are responsive to their needs and preferences. 22 We are aware of only one other South African study that explored chronic disease patients' preferences for mental health interventions. This study had a limited focus on alcohol-related needs among patients with HIV. 15 To address this gap and optimize the design of a mental health counseling program potentially relevant to all chronic disease patients, we explored the mental health service needs and preferences of patients with chronic communicable (HIV) or noncommunicable diseases (diabetes) within PHC facilities in the Western Cape province of South Africa. This study aims to describe chronic disease patients' perceptions of the acceptability of being offered mental health counseling within PHC facilities and their preferences for the way in which this counseling should be delivered.
Methods
This manuscript complies with the Consolidated Criteria for Reporting Qualitative Research (COREQ). 23 
study design and setting
From September 2015 to March 2016, we interviewed patients receiving HIV or diabetes treatment at PHC clinics in the Western Cape province of South Africa. This was part of the formative work for project MIND, a cluster randomized controlled trial testing two approaches to integrating mental health counseling into chronic disease care. 24 We interviewed patients from 17 purposively selected facilities that offer free basic health services to largely disadvantaged populations. These facilities varied in location, size, and resourcing, reflecting the heterogeneity present in this health care system.
Participants and procedures
We approached patients waiting for their usual care appointment, described the study, and requested verbal consent to screen them for study inclusion. Fieldworkers administered a brief screening questionnaire to consenting patients to assess their eligibility for study inclusion. Patients were eligible if they were at least 18 years old, taking antiretroviral therapy for HIV or medication for diabetes, and scored $8 and #22 (reflecting hazardous/harmful alcohol use) on the Alcohol Use Disorders Identification Test 25 or $16 on the Center for Epidemiological Studies Depression scale (CES-D), reflecting probable depression. 26 Patients were excluded from participation if they were receiving treatment for a mental health condition. Maximum variation sampling was used to ensure the sample included males and females, patients with HIV, those with diabetes, those with alcohol use problems, and those with depression. Recruitment continued until the sample included participants with these characteristics and we reached saturation of content. Project staff invited eligible patients for an in-depth interview. All participants who scored positive for depression or hazardous alcohol use were provided feedback about their positive screen and offered referrals to mental health and substance use services within their community.
Trained male and female masters-level research assistants, experienced in conducting qualitative interviews, obtained participants' written informed consent before beginning the interview. A semistructured interview guide elicited participants' opinions about the acceptability of being asked questions about alcohol and depression and how they thought others might respond to this screening; the acceptability of offering mental health counseling to patients with chronic diseases, mental health counseling priorities, and preferences for counseling delivery. Interviews occurred in a private room in the participant's choice of English, isiXhosa, or Afrikaans (official languages of the region). Interviews were audiorecorded before being transcribed verbatim and lasted up to 40 minutes. Where necessary, interview transcripts were translated into English using standard forward-back translation techniques. Participants were given refreshments, a grocery voucher for their time, and transport costs were reimbursed.
The 
Analysis
We used the framework approach (familiarization, identifying a thematic framework, indexing, charting, mapping, and interpretation) for data analysis. 27 Two study staff reviewed the transcripts, wrote memos for each transcript, identified emerging themes, and developed a coding frame. Working independently, they used NVivo version 11 to code the transcripts and met regularly to compare notes and resolve coding discrepancies. A third person was not needed to break coding ties. No new codes emerged after 16 transcripts were coded, suggesting thematic saturation. Intercoder reliability was high, with a Kappa score of 0.92.
Results
Three broad themes emerged that reflect participants' perceptions of the acceptability of the proposed counseling program and preferences for such services. The first theme describes participants' views of how chronic disease patients will perceive screening and the offer of mental health counseling. The second theme describes potential targets for mental health counseling. The third theme describes participants' preferences for the delivery of mental health counseling.
sample characteristics
The sample comprises 30 participants; 73% (23) were women. Participants' mean age was 38.7 years (SD=13.4). Sixty-three percent (n=19) had HIV and 37% had diabetes (n=11). One participant had both conditions. Almost all participants scored above the CES-D cutoff for probable depression (M=37.1; SD=11.9). Seven participants (23%) were hazardous/harmful drinkers.
Acceptability of screening and counseling for mental health concerns
Overall, participants thought screening for depression and alcohol use within their usual chronic disease care visit was desirable as it could identify people who may benefit from counseling. They reflected that many people were unlikely to seek services by themselves due to "limited awareness and understanding" of mental health problems: A few participants recommended that screening not take place at their treatment initiation visit, but rather after they have had time to absorb information related to their chronic disease:
"If it's their first time to come here to the clinic, it won't help, because they may be scared to talk. It will be better when they are already here, when they know everything about their chronic disease. Then you can do the screening."
[ Participant 19, HIV] Similarly, most participants thought offering mental health counseling as part of chronic disease care was acceptable, noting that a lot of people could benefit from counseling: Participants were realistic about whether chronic disease patients would accept an offer of mental health counseling, noting that "some will [accept] and some won't." For the most part, they thought that patients would welcome the opportunity (currently absent) "to talk about everything that bothers him with this counsellor." They articulated how, if available, they would participate in counseling as they "yearned to make changes in their lives."
Mental health counseling needs
Participants thought mental health counseling should allow patients to "talk all their problems out" and "deal better with stress." Coping with stress emerged as a key need; all participants described needing help coping with the stress of a chronic disease. Many participants spoke of struggling to accept their disease diagnosis which "mentally affected them." Some participants spoke of using alcohol to cope with "stress" and to "forget their problems" even though it "led to them not taking their medication." Despite recognizing the impact of alcohol on medication adherence, several participants lacked motivation to reduce their drinking. Absence of hope and a sense of fatalism seemed to underpin limited motivation for change:
"Most of us when we drink alcohol we tell ourselves that we are doing it to reduce stress because we are living 
counseling preferences
When asked about their preferences for how counseling should be structured and delivered, most were pragmatic and felt that they could benefit from "two to three" counseling sessions provided the service was flexible in terms of session scheduling to accommodate participants who were employed and could only attend the clinic once a month or on weekends: When asked about who they would like to deliver counseling, there was agreement among participants that doctors and nurses should not provide counseling. Irrespective of chronic disease diagnosis, participants reported being "scared" of these providers and did "not have confidence in their ability" to conduct counseling. There was consensus that lay counselors responsible for conducting adherence counseling were best suited to deliver this service: Participants were divided over whether it was feasible and acceptable for their current adherence counselor to deliver mental health care or whether a new "specialist" lay counselor responsible solely for the delivery of this service was needed. Those who had a good relationship with their current counselor generally thought that this counselor's role should expand to include the new service: However, some expressed concern that their counselor was "already busy and may not have time" to deliver an extra service. They thought that it may be more feasible to have an additional counselor deliver mental health counseling, noting this may limit patient waiting time and improve the quality of care: 
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Patient preferences for integration of mental health counseling Regardless of chronic disease diagnosis, participants who had more negative views of their current counselors felt that additional "specialist" counselors were required for mental health counseling to be acceptable and impactful. These participants were concerned about the limited professional ethics and lack of confidentiality among current lay counselors, which they thought would impact on patient participation: "Everyone knows each other and so you can't really empty yourself […] you will let go a little, but you will always apply brakes." [Participant 20, Diabetes] These participants wanted lay counselors responsible for mental health counseling to have the following characteristics: "humble," "respectful," "approachable," "professional," and "trained" so that patients "feel free to talk from day one." As one participant reflected: 
Discussion
Despite global initiatives to integrate mental health counseling into chronic disease services, 4 patients' preferences for such services have not been fully examined. This study begins to address this gap by exploring the patients' preferences of South African chronic disease for this service. Findings suggest that, irrespective of chronic disease diagnosis, participants thought 1) it largely acceptable to offer screening and mental health counseling within the context of chronic disease care; 2) the relevance of counseling could be enhanced by helping patients develop adaptive strategies for coping with stress; and 3) it identified lay counselors as preferred mental health counseling delivery agents, provided they were competent and had the requisite attributes.
Given high levels of unmet need for mental health support among chronic disease patients, a recognition that mental health concerns were closely interlinked with the challenges of having a chronic disease and acknowledgement that poor mental health affected treatment adherence, participants generally thought it acceptable to screen and provide counseling for mental health problems within the context of chronic disease care. Nonetheless and in line with other studies, 15, 28 they recognized that low mental health literacy and widespread stigma surrounding mental disorders in general and alcohol problems in particular may impact the patients' responses to screening and the offer of counseling.
The timing of screening may be critical for optimal patient participation in this new service. Participants thought patients would be more likely to consider screening and counseling if it is offered after treatment initiation as patients would have had more time to adjust to their chronic disease diagnosis. Based on this feedback, we have incorporated mental health awareness-raising activities at all PHC clinics implementing project MIND. We have also adjusted our protocols so that mental health screening occurs after treatment initiation and that patients are provided with multiple opportunities for entering the program in case they initially decline counseling.
Participants identified potential psychological and behavioral priority areas for mental health counseling that could enhance counseling relevance for this patient population. These include needs related to motivation for changing unhealthy behaviors, resolution of life problems and stressors, management of negative emotions, and acceptance of their chronic disease. These findings suggest that counseling that includes motivational components and problemsolving therapy (a structured form of cognitive-behavioral therapy that not only builds skills for resolving mutable problems but also enhances emotion-focused coping for immutable problems) may be helpful in this context. [29] [30] [31] [32] The combination of motivational interviewing components with PST has been found effective for reducing substance use and depression in other South African patient populations. 32 Other studies have shown that manualized interventions utilizing this combined approach seem feasible and acceptable to task-shift to lay counselors. 33, 34 Our findings suggest that the relevance and acceptability of this combined approach may extend to patients living with chronic diseases. Regardless of the counseling approach adopted, our findings of widespread social isolation and lack of support suggest that any mental health program should encourage patients to seek additional support and raise awareness of where they might obtain this support in their community.
Next, patients were more concerned about the choice of counseling agent than counseling format. Their preference for lay counselors as intervention agents reflects the acceptability of task-sharing mental health counseling with these cadres of health workers. About half of the participants were satisfied with their current lay counselor delivering this service due to established rapport and continuity of care. Others expressed concern about the capacity of existing lay counselors to provide new services and concerns about professionalism, competence, and interest in mental health. Previous studies outlined similar misgivings, albeit from a provider and system perspective. 6, 9, 35 To ensure the feasibility and acceptability of this new service, these participants recommended the addition of new counselors trained, supervised, and competent to provide mental health counseling. Participants' lack of consensus on this issue reflects broader uncertainty about whether it is more feasible and effective to use "specialist" lay counselors dedicated to the delivery of mental health care or more efficient to use existing counselors designated to deliver this new service in addition to their usual tasks.
Findings should be considered in the light of some limitations. The sample was small; participants may not have been representative of all patients receiving chronic disease care. Related to this, almost three-quarters of the sample were women. While this reflects the well-documented gender disparities in PHC utilization, 1, 36 future studies should strive to include equal proportions of male and female participants, particularly as men are more likely to have hazardous patterns of alcohol use. 2 The degree to which these findings can be generalized to provinces other than the Western Cape is unclear. Importantly, the sample excluded patients in emerging adulthood and adolescents. While our sample reflects the demographic profile of HIV and other chronic disease services in South Africa, 1, 36 with younger people reluctant to utilize adult-oriented services, 37 it is a cause for concern as young people are particularly vulnerable to mental health and substance use problems. 38 Future studies should consider how to expand the mental health counseling services available in PHC settings to other settings where young people are likely to seek health and social care. Nonetheless, despite some limitations, this qualitative study helped identify factors critical to consider when designing patient-centered mental health services.
Conclusion
Despite some limitations, this study provides insights into chronic disease patients' preferences for mental health counseling. The study is novel, in that it explores the preferences of patients with a chronic communicable and those with a noncommunicable disease. Findings demonstrate a need for mental health counseling within the context of chronic disease care in South Africa, highlighting the importance of investing in this service. As patients with communicable and noncommunicable diseases indicated similar mental health service needs and preferences, tailoring mental health counseling to different types of chronic diseases may not be required. Task-shared approaches, using lay counselors, seem acceptable to patients -provided counselors are selected to ensure they possess the qualities associated with effective counselors and trained for competence. As patients had diverging views on the desirability of a dedicated ("specialist") counselor or someone who integrates mental health counseling into their existing roles, further research is needed to explore the acceptability and effectiveness of these approaches to the delivery of task-shared mental health counseling within chronic disease services.
